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Abstract
Problem: From April 2021 to January 2022 there were 17 cases of reported patient aggression
and staff injury due to patients in the hyperactive state of delirium. In a stroke/tele unit, diagnosis
of delirium was delayed due to subjective assessment from the confusion assessment method
(CAM) tool. This delay allowed patients to reach the hyperactive state of delirium which poses a
threat to patient and staff safety. An objective form of assessment for delirium was needed on
this stroke/tele unit.
Context: Through a microsystem assessment and strengths, weaknesses, opportunities, and
threats (SWOT) analysis, stakeholders in this performance improvement plan began to develop a
successful and sustainable change that would benefit the patients and staff. Members of the
interdisciplinary team partnered with the geriatric clinical nurse specialist (CNS)/unit educator
and psychiatry, to create a unit-based, as well as facility wide delirium committee that met daily
to discuss any difficult patients and met monthly to discuss the ongoing care of delirious patients.
Intervention: The unit-based delirium committee implemented the inattention and disorganized
thinking assessments of the CAM-ICU tool to replace the inattention and disorganized thinking
portions of the CAM tool. This change of practice was shared by the committee during staff
meetings and daily huddles.
Measures: The outcome measure was the reduction of staff injuries. Process measures included
introducing the CAM-ICU tool to staff and rationale of why features the inattention and
disorganized assessment portions were to be used. Data was collected on the percentage of
patients assessed for delirium, the number of violent incidents reported to security, number of
code greys called for security assistance, and finally, the number of staff injuries due to violent
patients. This project was successful due to the reduction of staff injury.
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Results: There was a reduction in staff injury from assault by hyperactive delirious patients.
Other findings from the project included reports of violent incidents increased which resulted in
security was more involved in rounding on the unit and psychiatry involvement with daily checkins proved to be invaluable as communication with interdisciplinary team was enhanced.
Conclusions: Utilization of inattention and disorganized thinking assessments from CAM-ICU
tool proved to be useful in objectively assessing patients for delirium on a poststroke floor. To
ensure staff safety, a cohesive, collaborative, and communicative multidisciplinary team was
necessary.
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Delirium and Staff Injury
The American Delirium Society (ADS, 2022) describes delirium as a state of confusion
that comes on suddenly and lasts hours to days. Patients who become delirious cannot think
clearly and are unable to pay attention and are unaware of their environments. The ADS
estimates that more than seven million hospitalized Americans suffer from delirium each year.
Infections are the most common cause of delirium and are responsible for 30%–40% of cases,
followed by acute neurologic disorders such as stroke, intracranial hemorrhage, or an intracranial
mass (Shenvi et al., 2020). Delirium can also be an adverse effect of medication, with 12%–39%
of cases within medical settings caused by medication (Shenvi et al., 2020).
As Wharton et al. (2018) describe, delirium can manifest as confusion, disorientation, or
bizarre or even aggressive behavior. There are four identified forms of delirium: hypoactive,
hyperactive, mixed, and without motor symptoms (Velthuijsen et al., 2017). Hypoactive delirium
presents as lethargy and withdrawal. Hyperactive delirium presents as restlessness, agitation,
mood changes, and confusion. Mixed delirium is, as it states, a mixed presentation of hypo- and
hyperactive delirium. It is a hyperactive state of delirium that can pose a potential threat to
caregivers. Due to the presentation of confusion and restlessness, these patients are not
redirectable and are unable to participate in their care. They often refuse care and are a potential
physical threat to themselves and those in charge of their care. Over the past decade, overall
workplace violence, not separated by category, has increased with health-care workers
experiencing a 110% increase between 2005 and 2014 (Lakatos et al., 2019). An article by Teece
(2022) acknowledges the fact that staff have inadvertently been injured by hyperactive delirious
patients. Regarding the costs of injury due to workplace violence, healthcare workers are ranked
second after law enforcement, and the costs are estimated to be in the billions (Lakatos et al.,
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2019). Because the hyperactive state of delirium is one contributing factor to workplace
violence, this project was created to address and reduce not only the incidents of workplace
violence but also the cost.
Problem Description
This project was initiated due to the threat the hyperactive state of delirium poses to
patient and staff safety. Patient and staff safety are the priority within a hospital system in
Northern California. The vision statement of this hospital system is, patient safety comes first
and is every employee’s responsibility (Kaiser Permanente, 2018). The hospital system’s vision
is to develop, evaluate, and implement new programs to ensure safe, quality care to patients. As
safe practices are developed for patients, employee safety falls right in line.
In the stroke/neuro telemetry unit of a Bay Area hospital in Northern California, 17 cases
of reported patient aggression and staff injury due to delirious patients were identified from April
2021 to January 2022. The unit-based workplace safety committee created a goal of zero cases of
staff injury from aggression by hyperactive delirious patients. As a result of that commitment, a
delirium committee was created on the unit level and facility level.
The current state of the unit regarding the assessment of delirium involved frontline staff
using the confusion assessment method (CAM) tool (Appendix A) on patients 65 years and older
who have a history of dementia and/or delirium. For the stroke/neuro unit, the poststroke
population under 65 years of age had been excluded from CAM assessments because it was
argued that a patient’s altered mental status could be attributed to symptoms of stroke and not
delirium. The CAM tool in its current state relies on a clinician’s subjective interpretation of
each category, and as observed in the stroke/neuro unit, the subjectivity between clinicians
causes variability and inconsistencies. The difficulty in assessing delirium in a poststroke
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population comes from the fact that delirium is not normally assessed in younger patients
because it is not suspected. The other concern for a stroke/neuro unit is physician hesitancy about
giving sedating medications to patients because such medication could affect accurate neuro
assessments. Thus, treatment for delirium may be delayed and result in patient and/or staff injury
due to increasing agitation from patients who have progressed into the hyperactive delirious
state. It was at this point of hyperactive delirium that delirium was considered, diagnosed, and
treated not only for delirium but aggressive behavior as well.
Available Knowledge
PICOT Question
For patients experiencing delirium (P), would early detection (I) using assessments for
inattention and disorganized thinking from the CAM for the intensive care unit (CAM-ICU) tool
(Appendix B) versus current practice of using current CAM tool (C) result in the reduction of
staff injury by delirious patients from 17 cases to 9 (O) by July 1, 2022 (T)?
Literature Review
An electronic search was conducted for relevant literature from CINAHL (Cumulative
Index to Nursing and Allied Health Literature), APA (American Psychological Association)
PsycInfo, and DynaMed between February 7 and April 14, 2022. The Search terms used were
CAM-ICU delirium, hyperactive delirium staff injury, and cam-ICU delirium stroke. The results
were broken down to include the adult population only from no earlier than 2018. This search
yielded 72 articles, and six were chosen due to their relevance to the PICOT question and the
purpose of the study. The Johns Hopkins nursing evidence-based practice model (Champieux,
2022) was used to evaluate and grade the selected articles. See Appendix C for the evaluation
table.
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Between 10% and 48% of poststroke patients develop delirium (Mitasova et al., 2012).
Mitasova et al. (2012) acknowledge the difficulty of assessing delirium in poststroke patients, a
process that is complicated by trying to distinguish signs of delirium from stroke and/or
metabolic, septic, hypoxic, or pharmacological microinjuries. The article found that in assessing
delirium poststroke, the CAM-ICU tool proved valuable with an overall accuracy of 93.8%. The
article does acknowledge a limitation being the fact that physicians did the assessments. The
article recommends that future studies assess for delirium every 8–12 hours as recommended by
the CAM-ICU training manual. Using the Johns Hopkins nursing evidence-based practice tool,
this article received a rating of level 2-B due to the sample size.
In an article by Kuczmarska et al. (2015), it is stated that studies have found that the
CAM tool has yielded a sensitivity as low as 30% in assessing delirium. The article continues to
state that the CAM-ICU tool has shown 96% sensitivity and 98% specificity and that due to its
brevity and simplicity, it has been used to detect delirium in verbal patients outside of the ICU.
Kuczmarska et al. (2015) compared the use of the CAM-ICU tool and a new 3D-CAM tool and
studied the tools’ effectiveness outside the ICU on general medicine patients. Results showed
that the 3D-CAM tool was more reliable in verbal patients with mild delirium but less effective
in patients who were in a moderate to severe state of delirium. Using the Johns Hopkins nursing
evidence-based practice guide, this article was rated level 2-B due to the sample size.
In an article by Lakatos et al. (2019), it is stated that from 2002 to 2013, incidents of
workplace violence requiring days off were four times more common in health care than any
private industry. Lakatos et al. (2019) found that there was a gap in the researched organization’s
response to violence from patients, their families, or visitors. The goal of their research was to
improve the quality of care for patients at risk of delirium, alcohol withdrawal, and suicide. Their
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project identified the SAFE mnemonic, which stands for the following: spot a threat, assess the
risk, formulate a plan, and evaluate the outcome. Staff were educated on various topics related to
aggression and de-escalation and taught about the SAFE response and when to activate it. After
implementation of the SAFE response and training, nursing injury rates were reduced by 40%.
Using the Johns Hopkins nursing evidence-based practice guide, this article was rated level 2-B
due to the sample size.
An article by Wharton et al. (2018) acknowledges combative behavior from patients
experiencing delirium. It was also found that patients with dementia and delirium were 11 times
more likely to be aggressive during their hospital stays when compared to general patients. The
results of their research show that the combination of a patient’s mental health history and
delirium was a predictor of aggressive behavior. Using the Johns Hopkins nursing evidencebased practice guide, this article was rated level 1-A for sample size and design.
Velthuijsen et al. (2017) identify age as a risk factor for developing delirium and found
between 29% and 64% of all older patients experience delirium during hospitalization. The
article also states that delirium is often missed or misdiagnosed. The authors reviewed the charts
of 7,907 patients who were aged 65 and older and found that 401 patients, or 5% of them, were
diagnosed with delirium. The authors also separated the data and found that 307, or 77%, of
those delirious patients were hyperactive. The article concludes by stating that delirium is
substantially underrecognized and/or underreported. Using the Johns Hopkins nursing evidencebased practice guide, this article was rated level 1-A for sample size and design.
A study by Shenvi et al. (2020) found that depressed older patients may present with
symptoms mimicking delirium, including agitation and decreased concentration, which leads to
underrecognized delirium in the emergency department. The study evaluated the use of an easy-
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to-use tool known as the assess, diagnose, evaluate, prevent, and treat (ADEPT) tool, which was
created by the Coalition on Psychiatric Emergencies. This tool helps guide a clinician in the
emergency department through the diagnosis, cause identification, and treatment of delirium.
The tool recommends identifying the underlying cause of a patient’s confusion and treating that
before the delirium escalates. Using the Johns Hopkins nursing evidence-based practice guide,
this article was rated level 5-A for high quality improvement plan.
The evidence presented shows the difficulty of assessing and diagnosing delirium. It also
shows that assessing for delirium must not only include patients with a history of dementia or
delirium and those 65 years and older but also the poststroke population. The evidence suggests
the need to assess for delirium objectively and accurately to prevent a patient progressing to the
hyperactive state of delirium. This hyperactive state of delirium has been shown to pose a
potential threat to patient and staff safety. Using the inattention and disorganized thinking
assessments of the CAM-ICU tool have proven to be useful and result in accurate and objective
assessments of delirium.
Rationale
Change theory acknowledges a present problem and helps guide and monitor changes for
the purpose of achieving a goal. For this project, Rogers’ diffusion of innovation theory is the
change theory that directed us toward our goal. In this theory, adopters and challengers of change
are identified as innovators, early adopters, part of the early majority, part of the late majority, or
laggards (Hawkes & Hendricks-Jackson, 2015). Rogers’ diffusion of innovation is a five-stage
change theory. Hawkes and Hendricks-Jackson (2015) describe the five stages as follows.
1. Knowledge: impart knowledge in terms of rationale for change, how it will occur, and
who will be involved.
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2. Persuasion: employees accept change by relaying essential information and noting both
favorable and unfavorable attitudes that form.
3. Decision: decide to adopt the change by analyzing data and implementing a pilot study
or trial of the new processes triggered by the change.
4. Implementation: implement change on a permanent or established basis as the
organization evolves to accommodate the change.
5. Confirmation: confirm adoption of the change by the employees responsible for and
affected by the change.
By using Rogers’ change theory to direct this project, early adopters were identified, and a
delirium committee was created. The facility-wide delirium committee consisted of medical,
nursing, psychiatry, quality, and education teams and met once a month to discuss the plan of
treatment for delirious patients. A daily delirium meeting was attended by the medical, nursing,
CNS/educator, and psychiatry teams to discuss difficult cases and unmet needs. Rogers’ theory
helped this committee share knowledge of the current state of the situation, problems related to
delirium, and the plan moving forward. In the stroke/neuro unit, a unit-based committee was also
created with the champions of the committee bringing information to the facility-wide committee
and vice versa. This step fell in line with the persuasion, decision, and implementation aspects of
Rogers’ theory. It was the unit-based committee that identified the need for the CAM tool to be
investigated and replaced with a tool that was more objective.
Another driver for this project was the plan-do-study-act (PDSA) model of improvement
as introduced by the Institute for Healthcare Improvement (2022). As the unit-based committee
met and explored strategies to improve diagnosing delirium, the first cycle of the PDSA model
was implemented. This cycle was the introduction of the CAM-ICU tool and utilizing the
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assessments of the tool to objectively assess for delirium. As the project progressed through
cycles of PDSAs, it was believed that staff gained a greater understanding of the
pathophysiology of delirium and interventions to prevent it, thus further ensuring the reduction
of staff injuries.
Specific Project Aim
The specific aim of this quality improvement project is to utilize components of the CAMICU tool in the stroke/neuro tele unit to objectively assess for delirium and reduce staff injuries
from 17 to 9 by end of July 2022. We hope to achieve this by standardizing the assessment and
diagnosis of delirium with an assessment tool that is objective rather than subjective in the
setting of a stroke/neuro unit.
Context
Microsystem Assessment
The 5 Ps of a microsystem assessment are used to help a leader plan a performance
improvement project. The 5 Ps stand for the following: professionals, processes, patterns,
purpose, and patients. The professionals identified and needed for this performance improvement
project were the nursing staff on the unit, the unit’s leadership, the geriatric CNS, physicians, the
psychiatry team, the workplace safety specialist, and security. The processes that were identified
as contributing to staff assault included disagreements between the registered nurse (RN) and
physician about whether a patient was delirious or seemed confused because of stroke symptoms.
The pattern identified when the data on assaulted staff was reviewed, showed the majority of
cases of assault on staff were from delirious patients. Through root cause analysis investigations,
the consistent theme found among these patient assaults was the need for medication
administration. In some instances, there was no order for medication to treat behavior, and if
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there was an order, nurses were either told not to administer the medication or felt that the patient
did not need it until the situation had escalated. The purpose of this project was created with the
goal of reducing assaults on staff from delirious patients. Patients, the final P, were at the root of
this project to not only ensure staff safety but also patient safety. Most of the delirious patients
who assaulted staff were also a danger to themselves.
SWOT Analysis
A strengths, weaknesses, opportunities, and threats (SWOT) analysis was performed
(Appendix D). The strengths of the unit regarding the project came from the fact that we were
trying to find a way to keep staff safe and free from injury. This immediately meant that staff
were open and willing to change and adopt new strategies. The staff have a work family
approach, work well as a team, and seek to protect and help each other, which in theory makes
this a worthwhile project for the staff. A weakness identified was staff engagement. After the
COVID-19 pandemic, staff exhibited signs of burnout. There has been decreased involvement
from unit-based committees and decreased attendance at monthly staff meetings. This change in
staff engagement was a weakness regarding the project because of the dissemination of
information. Relying on staff to share information with each other was a weakness that could
lead to misunderstanding of the adopted changes. Threats to the project and its sustainability
were competing priorities. Another threat to this project was the reliance on participation of the
psychiatry and interdisciplinary teams. As their schedules pull them in different directions, the
ability to meet daily to discuss the day’s delirious patients can be difficult. As data comes out
and the team realized the benefits of the work done, that provided the motivation to keep the
project going and adopt the changes that occurred.
Cost-Benefit Analysis
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An article by Pieretti et al. (2020) lists the median costs of medical claims at $449 for each
incident of injury from aggression. In northern California, the average cost of an RN is $80/hr.
Cost of replacing an injured nurse with current staff at a rate of one and a half times regular pay
increases cost to $120/hr. If the injured employee is replaced by contract employee, that cost
significantly increases. An employee injured by assault who must miss one shift and replaced by
regular staff would cost the facility a minimum of $1600 plus medical treatment and expenses of
injured employee. Breakdown of the $1600 is 640 for sick pay of injured employee at rate of
$80/hr for 8 hours missed and $960 of overtime pay for a regular employee at a rate of $120 for
8 hours. Depending on the severity of the injury and time off required, this number increases at
least by $1600 each day missed.
There is no extra cost for implementation of this project because education was during
working hours and monthly staff meetings. A return on investment is the capital saved from
paying overtime for amount of time missed, filing claims and medical expenses which are
dependent on injury. Morale and relationships built through collaboration of interdisciplinary
team is an unquantifiable return. See Appendix E.
Communication Plan
The communication plan to implement the changes and ensure the proposed changes
were sustained was multifocal. Daily huddles were used to keep the focus on using the
assessments from the CAM-ICU tool and communicating positive assessments with the medical
team. If there were barriers to nurses receiving the medication orders needed to control a
patient’s behavior, they were instructed to notify leadership for assistance. Daily delirium
meetings with the lead physician, the psychiatry team, the nursing team, and the geriatric
CNS/educator provided a daily forum to discuss challenging patients and collaborate on a plan to
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ensure the safety of all those involved. Monthly staff meetings were used to discuss fallouts from
the nursing staff and feedback from the interdisciplinary team. This also allowed staff to share
their barriers and concerns that could then be brought back to the delirium committee.
Interventions
For this project, the unit-based delirium committee reviewed several tools available in
assessing delirium and compared them against each other. It was concluded that the current
CAM tool’s assessment for inattention and disorganized thinking would be replaced by the
inattention and disorganized thinking assessments from the CAM-ICU tool. These assessments
from the CAM-ICU tool allow a clinician to objectively assess for inattention and disorganized
thinking and therefore confirm a patient’s delirium. The participants of the unit delirium
committee would lead huddles and be champions on the floor to ensure the plan was followed
and allowed peers to ask questions as needed. As delirium was suspected, the bedside RN would
notify the medical team of the patient’s positive delirious status and await orders.
The delirium committee then presented the change in practice and the rationale for the
change at department meetings and daily huddles. They oversaw providing education about the
CAM-ICU tool during these meeting and answered questions from staff. To keep this project in
focus, the delirium committee and unit leaders would huddle daily the importance of assessing
for delirium using the CAM-ICU tool and how it affected their safety.
Study of the Intervention
To measure the efficacy of using the CAM-ICU tool, the goal was to see a reduction in
injuries to staff from delirious patients. An early and objective assessment followed by treatment
for delirium would help prevent a patient reaching the hyperactive state. Data on CAM
assessments was pulled and collected from the Epic electronic record. This data was monitored
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and reduction in CAM assessments were addressed with staff through monthly staff meetings
and daily huddles. The facility safety officer would collect data on violent incident reports and
staff injuries related to delirious patients. From the data provided, the number of times a patient
hit a staff member, whether or not injury occurred, was pulled, and recorded. The data was
shared and evaluated for adjustments to the project.
Several plan, do, study, act (PDSA) cycles were performed.
The first PDSA cycle performed was the introduction of the CAM-ICU tool and the
inattention and disorganized thinking assessment that were to replace the same assessments of
the CAM tool.
The second PDSA cycle dealt with notification of a patient’s delirious status. Physicians
were claiming they were not consistently informed of a patient’s delirious status. A change
during this cycle resulted in staff being instructed to treat a new onset of delirium as a “critical
notification” and enter into the charting system that the medical team was informed of the
positive delirious status.
The third PDSA cycle involved inconsistency of receiving orders to treat delirium. If
orders were not received in a timely fashion staff would need to escalate to leadership, who
would then assist with receiving orders for medications. Answering this problem was one of the
main benefits of the daily delirium call with the interdisciplinary team and psychology.
Psychology was able to provide recommendations for ongoing treatment during the day so the
burden to order new interventions was not solely on the overnight cross cover team.
The final PDSA cycle identified during this project was involvement of security
assistance. As a patient became restless and aggressive, a code grey was called overhead and
security responded to the floor to assist with the patient. Another intervention identified during
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this cycle was the expectation that every incident of aggressive behavior was reported by unit
leaders as a violent incident. This allowed security to identify aggressive patients, round on the
unit regularly to assess the patient’s behavior and coordinate with the primary nurse when care
was to be performed. As the staff prepared to perform duties that involved being within arm’s
reach of an aggressive patient, security would be nearby to assist if needed.
Measures
The outcome measure for this project was the reduction of cases of staff injury by
hyperactive delirious patients from 17 to a total of 9. To achieve the outcome measure, our first
process measure was to introduce the CAM-ICU tool, educate staff on the assessments from the
tool, and use these assessments in place of the inattention and disorganized thinking assessments
of the CAM tool. By doing so, the goal was to help clinicians objectively assess patients for
delirium. The next process measure was to audit charts to verify that the bedside RNs were
assessing, documenting, and notifying the medical team of patients who were positive for
delirium. Data was pulled daily and shared weekly with unit leadership. Lastly, at daily huddles,
delirium assessment and reminders to use the selected assessments of the CAM-ICU tool were
discussed. The importance of notifying the medical team and escalating any barriers experienced
to leadership was also discussed at the huddles.
A balancing measure found during the project was the use of violent incident reports.
These reports were received and monitored by security as they were reported by unit leadership.
Data showed the increase in reporting of violent incident reports correlated with increased
security partnership on the unit. Security started to round on the unit with consistency when
violent incident reports were increased. Unit leadership saw an increase in staff awareness of
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possible threats to safety, increased teamwork, and increased partnership with security. All these
factors contributed to reduction in staff injury.
Ethical Considerations
There were no ethical concerns or conflicts of interest to address. This project aligns with
the American Nurses Association code of ethics provision 5.2 Promotion of Personal Health,
Safety, and Well-Being (American Nurses Association, 2015). In summary, the provision states,
nurses, as professionals promote, advocate, and educate for health and safety of others in society,
nurses have a duty to take same care for their own health and safety.
The University of San Francisco (USF, 2019) promotes Jesuit Catholic traditions,
including the value of Cura Personalis. Cura Personalis translates to ‘care for the whole self’ and
is demonstrated in this work by ensuring staff safety both physically, spiritually, and mentally.
The project was evaluated by University of San Francisco faculty and was determined to
be a quality improvement project and therefore does not need Institutional Review Board
approval. See Appendix F for the statement of determination.
Outcome Measure Results
The results were reviewed and extracted from various audits beginning in November
2021 and ending in June 2022. Overall use of the CAM assessments was tracked with an 8month average of 85% of patients who qualified for CAM assessment having one completed.
During one of the PDSA cycles, it was found that a percentage of staff were not using the CAMICU features previously introduced and were instead continuing to use the CAM tool in its
entirety. The staff was re-educated on the assessments from the CAM-ICU tool and expected use
was done by the unit leadership and delirium committee.
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From November 2021 to June of 2022, 51 incidents of patient aggression were reported.
Forty of those reported cases resulted in a code gray being called overhead, which meant security
assistance was needed. In 18 of the 51 reported cases, an aggressive patient made contact with a
staff member. This contact involved pushing a staff member away in an attempt to move past; a
staff member being struck by a patient’s hand, arm, and/or leg; and spitting, to name a few
examples. There were only two injuries suffered by staff at the hands of an aggressive delirious
patient during this time frame. See appendix G for data table.
Data showed a correlation between CAM assessments and patient aggression. When
CAM assessments were low, patient aggression, code grey calls, and violent incident reports all
increased. As CAM assessments increased, the rates of these three responses decreased. See
appendix G for graph.
Summary
This project was successful due to the reduction in cases of staff injury; however, there
are still a large number of violent incidents from patients toward staff. Improvements have been
made in the workflow involving identification and treatment of delirious patients, and these
changes will continue to keep staff safe as they are sustained. A few of these achievements are
the improved communication between the interdisciplinary team members, the daily delirium
calls with the medical team, the discussions between the psychiatry team and other team
members about patients needing more attention, and the constant communication with staff to
keep delirium and safety at the forefront to ensure staff continue to keep each other safe. This
collaboration was missing prior to the project.
Things to consider for future research include the consistent administration of
medications ordered to maintain a patient at a comfortable, cooperative level. Due to various
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reasons during this project, a patient’s treatment course had several peaks and valleys of
aggressive behavior. Some of the reasons were mentioned as being a nurses’ assessment that
meds were not needed because patient was calm, or a physician directing the nurse not to give
medications in an attempt to wean. Another consideration was to add the assessments for
inattention and disorganized thinking as an option in the CAM tool. Because the hospital floor
that participated in this project was not an ICU, staff were not allowed to chart on the CAM-ICU
flow sheet. For this project, during assessment, staff had to transpose the assessments of
inattention and disorganized thinking of the CAM-ICU tool for the corresponding assessments in
the CAM tool. This may explain why there were inconsistencies with using the CAM-ICU tool.
The success of this project was due in part to the staff identifying needed changes to
protect themselves from assault. As the committees formed and plans were formulated to help
staff, staff were all in on partnering with the interdisciplinary team. The interdisciplinary team
was an integral part in the communication of barriers identified bedsides and with input on how
to improve.
Dissemination of this project to other facilities would be value added and not be difficult
to implement. Finding a time that is consistent to meet daily with the medical team, psychiatry
and nursing would be the biggest barrier to implementation and threat to sustainability. For this
project, all disciplines remain focused on the changes and the project continues to sustain.
Conclusions
The daily delirium meetings have proven to be an important driver of success in this
project and will affect the project’s sustainability in the future. The information shared and
learned from this meeting helps educate those involved on special scenarios, and then they can
use what they have learned in the future with complex cases and similar patients. Bedside nurses
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still must be reminded to include poststroke patients in their assessments for delirium regardless
of age, but that should become ingrained with time.
As stated earlier, over seven million patients each year suffer from delirium while
hospitalized. Hyperactive delirium is the most problematic type and threatens both staff and
patient safety. This improvement project was an attempt to not only help patients recover
through their delirium but also protect patients and staff. This work has been successful in
reducing staff injuries caused by assaults and has increased discussion and collaboration among
the interdisciplinary team members. The results of the project are already spreading to other units
at the facility because the same doctors covering the stroke/neuro unit studied here are also
seeing patients in other units. For facilities whose medical teams see patients only in a specific
unit, such as the ICU, an invitation to a daily delirium call could be the first step to spreading this
work. The CAM-ICU tool has proven to be effective in objectively assessing for delirium when
used correctly. Adopting, adapting, and personalizing this work is encouraged because it pushes
nurses to consider adopting tools that are not normally used in their practice, encourages
collaboration, and most importantly increases patient and staff safety.
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Evaluation Table
PICOT Question: Will updating education on assessing and diagnosing delirium reduce assault
and injury on health-care workers?
Study
Dressner, M. (2017). Hospital workers: An
assessment of occupational injuries and
illnesses. U.S. Bureau of Labor Statistics,
Monthly Labor Review.

Design
Case
Report

Sample
None

Outcome/Feasibility
Examines the prevalence of
workplace violence related to
health-care workers

Evidence
Rating
VB

https://www.bls.gov/opub/mlr/2017/article/h
ospital-workers-an-assessment-ofoccupational-injuries-and-illnesses.htm
Lakatos, B. E., Mitchell, M. T., Askari, R.,
Etheredge, M. L., Hopcia, K., DeLisle, L.,
Smith, C., Fagan, M., Mulloy, D., LewisO’Connor, A., Higgins, M., & Shellman, A.
(2019). An interdisciplinary clinical
approach for workplace violence prevention
and injury reduction in the general hospital
setting: S.A.F.E. response. Journal of the
American Psychiatric Nurses Association,
25(4), 280–288.

Quasi
1,866
experiment
al

https://10.1177/1078390318788944
An Interdsiciplinary
Clinical Approach Violence for Workplace Violence Prevention and Injury.pdf

Incident rate of nurse injury
from assault by patients
decreased by 40%.
Useful for developing a tool
and strategy to manage
threatening patients.

IIB
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Study
Lee, S., Okoro, U. E., Swanson, M. B., Mohr, N.,
Faine, B., & Carnahan, R. (2022). Opioid and
benzodiazepine use in the emergency department
and the recognition of delirium within the first 24
hours of hospitalization. Journal of
Psychosomatic Research, 153, 110704.

Design
RCS

Sample

Outcome/Feasibility

7,927

Identification of medications
that increase delirium.

Quality
None
Improvement

Tool developed to assist with
Assessing, diagnosing,
evaluating, preventing, and
treating delirium.

Evidenc
e Rating
IB

https://10.1016/j.jpsychores.2021.110704
Opiod and Benzo use
and recognition of delirium.pdf

Shenvi, C., Kennedy, M., Austin, C. A., Wilson,
M. P., Gerardi, M., & Schneider, S. (2020).
Managing delirium and agitation in the older
emergency department patient: The ADEPT tool.
Annals of Emergency Medicine, 75(2), 136–145.
https://10.1016/j.annemergmed.2019.07.023
Managing Delirium
and agitation in older ED patient.pdf

VA
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Study

Design

Wharton, T., Paulson, D., Macri, L., &
RCT
Dubin, L. (2018). Delirium and mental health
history as predictors of aggression in
individuals with dementia in inpatient
settings. Aging & Mental Health, 22(1), 121–
128.

Sample
5,008

Outcome/Feasibility
Identifies contributing factors
that can lead to delirium and
aggressive patients.

Evidence
Rating
IB

https://10.1080/13607863.2016.1235680
Delirium and mental
health history as predictors of aggression in individuals with dementia in inpatient settings.pdf

Velthuijsen, E. L., Zwakhalen, S. M. G.,
Mulder, W. J., Verhey, F. R. J., & Kempen,
Gertrudis I. J. M. (2018). Detection and
management of hyperactive and hypoactive
delirium in older patients during
hospitalization: A retrospective cohort study
evaluating daily practice. International
Journal of Geriatric Psychiatry, 33(11),
1521–1529. https://10.1002/gps.4690

detection and
management of hyperactive delirium.pdf

RCS

7,907

Delirium is underreported,
misdiagnosed.

IB
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Cost-Benefit Analysis
Variable
Nurse pay rate (Sick pay)
Regular Nurse Overtime rate
Median Cost of Medical
Claims
Total cost of one day missed
with regular staff replacement
Cost each day after initial total
(total cost - medical claim)

Rates
$80/hr
$120/hr
$449

Time
8 hours
8 hours

Total Cost
$640
$960

Once

$449
$2,049
$1,600
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Nov-21
Dec-21
Jan-22
Feb-22
Mar-22
Apr-22
May-22
Jun-22
Total

Violent Incidents Reported Staff Injury Code Grey
4
1
3
4
0
2
8
0
7
6
0
6
4
0
3
6
0
4
11
1
9
8
0
6
51

2

40

% of CAM
assessment
Contact by Patient completed
2
4
2
2
1
2
4
1
18

86
84
82
87
83
84
85
88

84.875
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